MARYLAND HEALTH IMPROVEMENT PLAN 2000-2010

Health Disparities

Poor children living in substandard housing with chipped and peeling lead-based paint and lo-
cated in areas with older housing stock are more likely to have elevated blood lead levels than
their counterparts. In 1998, more than 80% of children in the State found to be lead-poisoned
lived in Baltimore City.

Legislation passed during the 1998 Maryland General Assembly Session required DHMH to
develop a methodology for identifying areas of high risk for childhood lead poisoning in Mary-
land. As a result a Targeting Plan for Areas of High Risk for Childhood Lead Poisoning was
developed by DHMH in 2000. This Targeting Plan defines 46 census tracts in the State to be at
“high risk” for elevated blood levels among children under age six. All 46 of the “high risk” census
tracts are located in Baltimore City. The Eastern Shore and Western Maryland also have signifi-
cant concentrations of areas of risk for childhood lead poisoning.

Objective 1 - By 2010, increase screening of children under the age of six by blood lead
tests in areas of high risk for childhood lead poisoning to 100%. (Maryland Baseline:
13.9% screened statewide in 1998; 31.2% screened in Baltimore City in 1998)

Objective 2 - By 2010, eliminate elevated blood lead levels in children. (Maryland Baseline:
approximately 10% of children screened in 1998)

Action Steps

= Assist families and providers with identifying and assessing resources and ser-
vices for lead abatement.

= Develop a culturally competent statewide campaign to raise general public aware-
ness about lead hazards and the importance of timely screening for lead poison-
ing in young children.

= Improve outreach and screening for elevated blood lead in children under age six.

= Promote universal venous blood testing for lead at 12 and 24 months of age in
areas of low, moderate, and high risk as defined in the DHMH childhood lead
targeting plan. Assess risk for lead exposure, by questionnaire, in areas of negli-
gible risk as defined in the DHMH childhood lead screening targeting plan.

= Increase health care provider education to help minimize confusion about federal
and state guidelines regarding lead screening testing requirements and recom-
mendations.

= Promote coordination and collaboration among organizations and systems work-

ing to prevent lead poisoning among children.
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Focus Area 3 - Promoting Good Nutrition and
Physical Activity in Children

Problem

Good nutrition and physical activity are essential for optimal growth and development, health,
and well-being. In the late 1990s, results of several studies indicated that children and youth are
eating less well-balanced diets and becoming more sedentary. This has resulted in greater
numbers of overweight youth and youth who exhibit early signs of nutritional imbalance such as
diabetes, high cholesterol levels, and hypertension. Data from the CDC show that the percent-
age of children and adolescents who are overweight more than doubled between 1970 and
2000. About 12.5% of U.S. young people age 6 to 17 years are seriously overweight. Obese
children are more likely to become obese adults. Overweight adults are at increased risk for
heart disease, high blood pressure, stroke, diabetes, some types of cancer, and gallbladder
disease.

Dietary factors contribute substantially to preventable iliness and premature death in the United
States. Four of the ten leading causes of death—coronary heart disease, stroke, some types of
cancer, and type 2 diabetes—are associated with dietary factors. The establishment of healthy
nutritional patterns and behaviors should start during childhood and be maintained throughout
the life cycle. The 1995 Dietary Guidelines for Americans recommend that persons age two
years and older should eat a variety of foods, maintain or improve body weight by balancing food
intake with physical activity; and choose a diet that is plentiful in grain products, vegetables, and
fruits; moderate in salt, sodium, and sugars; and low in fat and cholesterol.

Physical activity among children and adolescents is important because of the related health
benefits (cardiorespiratory function, blood pressure control, and weight management) and be-
cause a physically active lifestyle adopted early in life may continue into adulthood. Many chil-
dren are less physically active than recommended, and physical activity declines during adoles-
cence. Data from the Third National Health and Nutrition Examination Survey for 1988-1994
document that one quarter of U.S. children spend four hours or more watching television daily.
These findings highlight the need for parents, educators, and health care providers to become
positive role models and to be involved actively in the promotion of physical activity and fithess in
children and adolescents.

Health Disparities

Overweight and obesity are multi-factorial in origin, reflecting inherited, metabolic, behavioral,
environmental, cultural, and socio-economic conditions. They are particularly prevalent in minor-
ity populations, especially among minority females. The percentage of the population reporting
no leisure-time physical activity is higher among women (43%) than men (36%), among African-
Americans (52%) and Hispanics (54%) than whites (38%), and among high school graduates
(46%) than college graduates (24%).
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Objective 1 - By 2010, reduce the prevalence of overweight and obesity among children
and adolescents. (U.S. baseline: 11% of 6-19 year olds in 1988-94; 2010 target: 5%; No
baseline data for Maryland)

Objective 2 - By 2010, increase to at least 30% the proportion of school-aged children and
adolescents who engage in moderate physical activity for at least 30 minutes on five or
more of the previous seven days. (U.S. Baseline: 21% of young people in grades nine
through 12 in 1995; No baseline data for Maryland)

Action Steps

=

Develop a culturally-competent statewide campaign to promote healthy nutritional
habits among children, adolescents, and families. Promote the findings from the
1995 report on dietary guidelines for Americans. Target communities at highest
risk.

Develop a statewide campaign that promotes the importance of physical activity
among children and adolescents and discourages sedentary activities.

Provide educational opportunities for all school system personnel to become knowl-
edgeable about meals and snacks that are age-appropriate.

Collaborate with local school systems in the development of nutritionally well-bal-
anced meals and snacks in the school setting.

Collaborate with local school systems to increase the participation of students in
regular physical education activities in schools.
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Focus Area 4 - Improving Access to Health Care for Adolescents

Problem

Adolescence, the transition from childhood to adulthood, is a complex period of accelerated
growth and change characterized by numerous physical, cognitive, social, and emotional changes.
Adolescence is a period of experimentation and risk-taking. There are more than 525,000 ado-
lescents, between the ages of 12 and 19, in Maryland. Another 144,000 children, between the
ages of 10 and 11, comprise the pre-adolescent group.

Adolescent health issues are primarily psycho-social rather than physical. Unintended preg-
nancy, sexually transmitted diseases, depression, violence, and substance abuse are some of
the health problems faced by increasing numbers of adolescents from all segments of society.
For example, national data indi-

cate that up to 30% of adoles- Estimated Numbers of Adolescents, ages 10-19,
cents suffer from depression and in Maryland by Region, 1997

rates of several sexually transmit-

ted infections are higher among Region Number Percent
adolescents than any other age

group. Approximately 75% of Total 676,440 100.0%

adolescent deaths are caused by

preventable social morbidities: \évgztﬁg?e“&zrg?z?ea sgg'gig 52'22;0
Zzg'tseuri‘g%ga' h”é:ﬁ'tﬁst’)er;% TS'CQE: National Capital Area 206,800 30.6%

' : . Southern Maryland 41,350 6.1%
_tudes and behaviors acquired dur- e S 50,450 7 4%
ing adolescence set the stage for
health-related behaviors in later Source: Maryland Vital Statistics Annual Report, 1997. Table 4.
life.

Historically, adolescents have used fewer primary care services as compared to all other age
groups inthe U.S. A lack of health insurance coverage often served as a major barrier to care.
In 1998, the U.S. Census Bureau’s Current Population Survey estimated that 16% of adoles-
cents between the ages of 12 and 17 were uninsured. Until the advent of the Maryland Children’s
Health Program (MCHP), many low-income adolescents lacked access to health insurance cov-
erage. Other barriers to access to care for adolescents include: 1) lack of a “medical home”; 2)
lack of service delivery systems designed to address the unique needs of adolescents; 3) a
shortage of providers trained in adolescent health; and 4) a lack of family involvement. There is
a need to create “adolescent friendly” systems of care that include programs that are develop-
mentally and culturally appropriate and staffed by health professionals who are skilled in the
unique health needs of adolescents.

Parents and caregivers play a crucial role in ensuring that adolescents access health care in a

consistent and appropriate manner. Throughout the teen years, children are dependent on adults
to ensure health care coverage, make and keep appointments, and follow primary regimens.
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MCHP provides health insurance for adolescents in families with incomes under 300% of the
poverty level who are not eligible for Medicaid. Yet, there are some families that are eligible for
neither public or private forms of health insurance coverage. It is important for parents/care
givers to receive outreach and information services and to be informed of the available resources
and the appropriate manner in which to access services.

In the past, many adolescents received primary and other health care services at local health
departments at reduced or no cost. These services often served as an important source of care
for uninsured or underinsured adolescents. As fewer direct and “gap-filling” services are pro-
vided by local health departments, adolescents will need other appropriate sources of care.

Health Disparities

African-American, American Indian, and Hispanic adolescents were more likely to be poor than
white or Asian adolescents according to data from the 1990 U.S. Census for Maryland. Poverty
correlates with lessened access to and use of health care insurance and services. According to
the 1998 Current Population Survey, Hispanic, African-American and Asian children (ages 0 to
17) were more likely to be uninsured than white children.

Objective 1 - By 2010, increase the proportion of adolescents with health insurance cover-
age to 100%. (U.S. Baseline: 16% of adolescents between the ages of 12 and 17 were
uninsured in 1998; No baseline data for Maryland)

Objective 2 - By 2010, increase to at least 95% the proportion of children and adolescents
who have a designated medical home. (Baseline: developmental)

Action Steps

= Develop a methodology to estimate the number of uninsured adolescents in Mary-
land.

= Increase the number of health professionals trained to provide adolescent-oriented
health services.

= Develop “adolescent-oriented” service systems within each region of the State to
address the unique needs of adolescents.

= Expand outreach and education programs to improve awareness of available public
health insurance programs for adolescents and increase enrollment. Educate
parents/caregivers and adolescents in accessing various health programs and
services (enrollment procedures, etc.).

= Coordinate outreach and support efforts of MCHP to improve access to health
care for adolescents.

43 CHILD AND ADOLESCENT HEALTH



MARYLAND HEALTH IMPROVEMENT PLAN 2000-2010

Focus Area 5 - Improving the Service System for Children with Special
Health Care Needs (CSHCN)

Problem

Children with special health care needs (CSHCN) are defined as children who have or are at risk
for a chronic physical, developmental, behavioral, or emotional condition and who require health
care. Approximately 171,000 children in Maryland have serious, ongoing physical health condi-
tions. According to the 1994-95 Disability Survey conducted by the National Center for Health
Statistics, approximately 15-18% of the child and adolescent population has special health care
needs. While all special needs children have the same concerns as other children, special
needs children also have unique health issues that must be addressed.

Estimated Numbers of Children with Special Health Care Needs by Region

Region Number Percent
Total 183,644 100.0%
Western Maryland 14,398 7.8%
Baltimore Metro Area 91,707 49.9%
National Capital Area 57,084 31.1%
Southern Maryland 10,497 5.7%
Eastern Shore 9,958 5.4%

Source: Ireys, Henry and Kenneth Kolodner. (1997, November). Estimating the State and County Prevalence
of Children with Special Health Care Needs: A Technical Study for the Children’s Medical Services
Program. November, 1997. Estimates derived from national data available through the Childhood

Disability Supplement of the 1994-95 National Health Interview Survey.

Children with special health care needs and their families often require a range of specialized
health and health-related services. These include preventive, primary and specialty medical
services; specialized diagnostic and therapeutic services; rehabilitation services; early interven-
tion services; and enabling services such as transportation and family support. Historically, ser-
vices for special needs children have been difficult for families to access and for providers to
coordinate. A lack of knowledge of comprehensive needs and corresponding community-based
resources and payment mechanisms present challenges for both families and providers.

A 1998 analysis of Maryland’s health care delivery system for special needs children prepared
for the Office of Children’s Health identified the following as major gaps and needs:
e Limited access to specialty care services, particularly in some rural areas.
e Limited access to enabling and family support services such as respite care, child care,
and transportation.
* Barriersto care that include differing eligibility criteria, duplication and gaps in services,
inflexible funding sources, and poor coordination among service sectors.
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Objective 1 - By 2010, increase the proportion of local and/or regional areas in Maryland
that have comprehensive service systems that include population-based, enabling, di-
rect, and infrastructure-building activities to improve the health and well-being of children
with special health care needs. (Maryland baseline: developmental)

Action Steps

=

Assess community and regional needs including the identification of children with
special health care needs and providers of health and health-related services for
special needs children.

Promote partnerships and linkages with families, providers, and other stakehold-
ers for special needs children programs and services.

Develop clinical and service guidelines to monitor, track, and evaluate the quality
of health care services for special needs children and their families.

Provide appropriate data and information necessary for planning and policy de-
velopment at the state and local levels.

Enhance and expand the health and health-related services network for special
needs children.

Promote training and provide information and education to families, providers,
and staff regarding management, care, and services for special needs children
and their families.

Facilitate the transitioning of adolescents as they age out of public programs to
other sources of care.

Maximize coordination with and among existing federal, state, and local programs
offering services for special needs children.
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